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• Since 2010, over 700 patients have been enrolled into the program
Pa ent
ent admi!ed
Pa
admi!ed
with heart failure

• Approximately 19.6% of Medicare pa ents are readmi!ed to the hospital within 30 days
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• Approximately 40 patients are enrolled in the program at any one time
Pa ent
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• Statistical analysis is ongoing as the program is adjusted to meet patients’ needs

Disease state educa on
by Nursing

Medica on educa on
provided by Pharmacist

Changing the • The hospital began with heart failure pa ents, since this disease state has one of the
highest readmission rates
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TEACH – BACK METHOD
Clinician explains new
concept at a level the
pa ent will understand

OUTCOMES OF RED2
– Reduced by 25%

• Emergency Department usage

Medicare Pa ents 30 Day Readmission

– Reduced by 33.9%

• RED patients cost $412 less than those
patients not enrolled in the program

Day #2
Were you able to get your
new prescrip ons ﬁlled?
What medica ons are you
taking? When is your ﬁrst
follow-up appointment and with
whom? Remind pa ent of
24 hour phone number.

Day #7
What medica ons are you taking,
why are you taking them, what
are some of the side eﬀects?
Did you a!end your follow-up
appointment? What are some of
the signs and symptoms you
might experience that would
cause you to call you primary
care provider or 9-1-1?

Day #14
Same ques ons as on day #7 if
pa ent was unsure of responses
and add “What types of ac vi es
have you been able to do?
Tell me something important
about the diet you are following.
Review correct responses if
pa ent not sure.

• The pharmacists, at Thomas Jefferson University Hospital, have been
providing bedside clinical services for many years.
• Redefining the pharmacy practice model allowed the pharmacists to continue
to provide acute care at the bedside and expand services to chronic care once
patients are discharged.
• The goal is for patients to safely transition to their homes, and to significantly
reduce the incidence of readmissions.
• Reimbursement changes dictate that patient care can no longer be thought of
in the traditional categories of either inpatient or outpatient, but rather as a
continuum.
• Jefferson pharmacists are uniquely positioned to improve patients’ continuity
of care and provide important clinical services throughout this process.
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Pa ent is able to explain
key points necessary to
stay health
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– Reduced from 24% to 16%

• Overall costs

POST-DISCHARGE PHONE CALLS
BY PHARMACIST

All educa on provided
through Teach-back method

• Using RED as a model, Thomas Jeﬀerson University Hospital began its own
mul disciplinary pa ent educa on and post-discharge follow-up program

DISCUSSION

Nutri onal and dietary
educa on provided by
Nutri onist

• RED documented lower readmission rates with enhanced discharge medica on counseling
and reducing the me between discharge and outpa ent physician follow up

• 30 day readmission rate

• The hospital has documented a reduction in readmissions of heart failure patients
• Other care coordination program in development include pneumonia, acute
coronary syndrome, and chronic obstructive pulmonary disease

• Hospitals have already begun improving discharge protocols to provide a greater con nuity
of care and minimize the ﬁnancial loss of future readmissions

• Boston University Medical Center's Re-Engineered Discharge (RED) was the ﬁrst program
to improve discharge protocols.

A Model2

Pa ent is able
to repeat most
important
factors learned

Pa ent enrolled in Care
Coordina on Program

• As part of the Aﬀordable Care Act, Medicare will not be reimbursing hospitals for pa ents
readmi!ed within 30 days of discharge

Changes
Coming

• Phone calls average 15 to 20 minutes in duration

with heart failure

• These readmissions accounted for $15 billion of Medicare spending in 2009
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Clinician assesses
pa ent recall and
comprehension:
“How would you explain
your medica ons to
your spouse?”

Day #21

Day #30

Review ques ons pa ent previously
unsure of response.

Review: medica ons, diet, ac vi es,
signs and symptoms of when to call
health care provider, 24 hour phone
number is always available.

Reinforce availability of 24 hour
phone.
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Adapted from Archives of Internal Medicine4
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Clinician clariﬁes and
adjust teaching approach
to make informa on easier
to understand and retain
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